Dermoscopic Features of Cutaneous Collagenous Vasculopathy: A Report of Rare Disorder
Sir, A middle aged female, receiving treatment for her hypertension and hypothyroidism sought dermatology consultation for multiple asymptomatic skin lesions on both the lower extremities for past one year. There was no history of hyperlipidemia, diabetes mellitus, autoimmune conditions, bleeding from orifices, trauma or any seasonal variation. Her family history was negative for similar complaints. Laboratory studies were within normal limits, including complete blood count, renal function test, liver function test, fasting glucose, lipid profile, C-reactive protein, and erythrocyte sedimentation rate. Viral markers were nonreactive.
On clinical examination, the patient had multiple nonblanching, nontender erythematous as well as brownish hyperpigmented macules on both lower legs and dorsum of both feet [ Figure 1 ]. Dermoscopy of the lesions using Dermalite II PRO-HR Dermatoscope 3Gen's (10× magnification) demonstrated mainly vascular structures such as red dots, serpentine vessels, comma-like vessel, red globules, glomerular vessels, reddish-to-violaceous patches, brown pigmented network, and bluish pigmentation [ Figures 2 and 3 ]. Skin biopsy of the lesions showed vasculopathy involving small vessels of the superficial plexus surrounded by the moderately dense lymphocytic infiltrate and abundant pink collagenous deposit in the vessel wall, which was Periodic Acid Schiff positive [ Figure 2 ]. The diagnosis of cutaneous collagenous vasculopathy (CCV) was reached on the basis of clinical, dermoscopic, and histological examinations.
CCV is a rare, idiopathic cutaneous microangiopathy affecting the superficial dermal blood vessels which was first reported in 2000 by Salama and Rosenthal. [1] The exact pathomechanism of the condition is not yet elucidated. It is proposed that there is vascular damage followed by repair with defective collagen formation and disorganization in cutaneous blood vessel wall. [1] Till now, more than 28 cases have been reported in the literature. [2] Brady et al. described CCV in middle-aged adults, equally in both males and females. [3] CCV has been found to be associated with hypertension, cardiovascular disease, autoimmune conditions, and diabetes mellitus. [3, 4] This condition remains largely underdiagnosed and is commonly mistaken for pigmented purpuric dermatosis (PPD) or leukocytoclastic vasculitis. [3] [4] [5] According to the literature, the most commonly described clinical features of CCV were asymptomatic bilaterally symmetrical progressive telangiectasias on lower extremities with gradual progression to upper extremities and rarely to the trunk. [3, 4] However, in our case, we observed erythematous macules and patches instead of telangiectasias.
Dermoscopy refers to the examination of the skin using skin surface microscopy. At present, it is one of the useful and easily applicable tool for diagnosis of several vascular skin conditions. On histological examination, it is difficult to fully appreciate the morphologic features of vessels as histology provides a vertical view of sections of lesions, whereas dermoscopy provides a horizontal view of the lesion, allowing the identification of a wide variety of vascular structures, including morphological and architectural features. Thus, dermoscopy may provide additional information of diagnostic value. [6] In our case, dermoscopic images helped to diagnose vasculopathy with the presence of vascular structures such as red dots, serpentine vessels, comma-like vessels, red globules, glomerular vessels, reddish-to-violaceous patches, brown pigmented network and central bluish hue [ Figure 3 ]. Dermoscopic vascular structures in this case may correspond histopathologically with dilated papillary blood vessels [ Figure 2 ]. Usually, dermoscopy of leukocytoclastic vasculitis shows red dots or globules in a patchy orange-brown background and that of PPD shows brown dots, linear brown lines, on coppery-red background. All these findings were absent in our case. [2, 6, 7] Thus, with the use of dermoscope, we can easily differentiate vasculopathy from the above two conditions. Further studies will aid in establishing the dermoscopic pattern of CCV.
The current report emphasizes the need of awareness for it's the clinical and dermoscopic features of this entity.,
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: (a and b: white light, c: orange light): Red dots (black arrow), serpentine vessels (red arrow), comma-like vessels (green arrow), red globules (orange arrow), glomerular vessels (white arrow), reddish to violaceous patches (blue arrow), brown pigmented network (purple arrow) and bluish pigmentation (yellow arrow)
c b a Sir, French dermatologist Pierre Bazin was the first to coin the term malignant in a case of secondary syphilis. About 5 years later, it was defined as malignant syphilis by Dubue. [1] Malignant syphilis or lues maligna is an uncommon form of secondary syphilis, which usually occurs in immunosuppressed patients, mainly those who have HIV infection. [2, 3] Skin lesions include pustules, nodules, and ulcers. [4] It may involve mucosa, lymph node, liver, and spleen. It is rarely reported in immunocompetent individuals. We are reporting a case of lues maligna in an immunocompetent female.
A 35-year-old married woman presented with skin lesions, fever, malaise, and arthralgia for 3 weeks. Dermatological examination revealed; skin colored to erythematous macules, papules and nodules. The relatively older papules and nodules had developed crust, collaret of scale, and few had ulceration on surface. The lesions were present all over the body with increased predilection for the extremities, trunk, face, genitalia, palm, sole, and scalp [ Figure 1 ]. She also had curdy white vaginal discharge sticking to her vaginal wall associated with itching suggestive of candidiasis. Rest of mucosal surfaces were free of any lesions. The inguinal, axillary, and cervical lymph nodes were 1.5 cm × 1 cm enlarged and nontender. Other systemic examinations were unremarkable. Her husband denied history of extramarital sexual contact and was free of any skin and mucosal lesions suggestive of syphilis.
The hematological parameters were within normal limits. Her venereal disease research laboratory (VDRL) and Treponema Pallidum Hamagglutination Assay(TPHA) tests were reactive with titers 1:64 and 1:160 dilutions, respectively. Test for HIV was nonreactive. Her husband's VDRL test was reactive at 1:32 dilutions. Histopathology of skin lesion from leg showed the presence of plasma cells in the vessel wall and thrombosed vessels in the dermis with endarteritis [ Figure 2a and b]. Based on clinical, histopathological, serological, and associated systemic features, a diagnosis of lues maligna with vaginal candidiasis was made. The patient was sensitive to test dose of penicillin and hence, she did not give consent for injectable penicillin. She was treated with Doxycyline 100 mg twice daily for 21 days for syphilis and fluconazole 150 mg stat dose for vaginal candidiasis. The skin lesions of syphilis healed by 60% within 14 days of initiation of medication without Jarisch-Herxheimer reaction and vaginal candidiasis improved completely. The spouse also was treated with doxycycline 100 mg twice daily for 21 days, as he refused to give consent for injectable penicillin. Repeat serology of patient and her husband could not be done as both were lost to follow up.
Malignant syphilis is referred to as syphilis maligna praecox, lues maligna, and rupioid syphilis. It is a rare form of secondary syphilis and differs from classical manifestations of secondary syphilis by exuberant, pleomorphic, ulcerated, and necrotic lesions and associated systemic symptoms. [4] These lesions can occur on the entire body with increased predilection for extremities and face. [5, 6] Because of wide range of skin and mucosal lesion it is often confused for other diseases.
The syphilitic lesions have been reported to mimic cutaneous T-cell lymphoma, mycosis fungoides, persistent gyrate erythema, lichen planus, parapsoriasis lichenoides et varioliformis acuta, erythema exudativum, psoriasis, pustular psoriasis, histiocytoma, and sarcoidosis clinically and histopathologically. [7] [8] [9] However, the diagnosis of lues maligna is based on three criteria: clinical and histopathological characteristics, presence of high titre
